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Introduction
There has been little published work on clinical aspects of gonococcal infection in men since before the 2nd World War and much that is written reflects received information, passed down from previous authorities. The continuing drift towards decreased antibiotic sensitivity of Neisseria gonorrhoeae is well documented but one might expect to see changes in the organism (as has been shown in women),' with regard to the symptoms it produces and its incubation period, as a result of the widespread use of effective anti-gonococcal therapy. A selective advantage might accrue to those strains of the gonococcus that produce fewer symptoms, at a later stage.
We have undertaken a review of all cases of gonorrhoea in men seen in the Department of Genitourinary Medicine at St Thomas' Hospital during the three years 1990 to 1992. In this study attention was paid to symptoms at presentation, their duration, and demographic details.
Methods
Following clinical examination, all patients underwent standard investigations.2 A sample of urethral material was gram-stained and examined microscopically for the presence of gram-negative intracellular diplococci (GNID). A rectal sample from homosexual men was similarly examined and in all cases confirmation of gonorrhoea was sought from the laboratory by sending samples, including those from the oropharynx, plated directly on to a selective but non-inhibitory lysed blood agar medium containing vancomycin, colistin, amphotericin and trimethoprim. A pharyngeal swab was taken routinely from all homosexual men, and from heterosexual men either at the time GNID were seen on the urethral smear or, if the smear was negative, at the time of treatment following a positive culture for gonorrhoea. A diagnosis of gonorrhoea was made if the oxidase test and the Phadebact monoclonal antibody test were positive. Samples that showed GNID on microscopy but which failed to grow N gonorrhoeae were not counted as cases of gonorrhoea. Isolates were tested for sensitivity using penicillin, ciprofloxacin and nalidixic acid discs. Penicillin resistant strains were examined for beta-lactamase production and those isolates found to have reduced zone sizes to ciprofloxacin and nalidixic acid had MIC measured.
All patients had urethral swabs taken for Chlamydia trachomatis at the initial visit, and in all cases the test used was cell culture.
Patients with gonorrhoea were treated with ampicillin 2g and probenecid lg, unless there was a history of penicillin hypersensitivity or a suspicion that the organism was penicillinaseproducing N. gonorrhoeae (PPNG), when ciprofloxacin 250mg was administered (the clinic operates a policy of predicting PPNG in those with a history of overseas connections).3
Patients were seen for tests of cure at 1-3 A past history of gonorrhoea was given by 426 (30-8%) patients, and 259 men had repeated infections (626 episodes) during the three years of the study, with a maximum of nine episodes in one individual.
The mean age of men with gonorrhoea was 26.7 years (range 14-67).
Incubation period and infectious period Out of 1615 episodes of urethral gonorrhoea, it was possible to identify the date of infection accurately in 228. These were individuals in whom there was a history of a single contact with an individual on a known date, after which symptoms developed, and where any other partners (usually a long term regular partner) were screened in the department on at least two occasions and found to be free of infection. The incubation period in these men had a range of one to 57 days, with a mean of 8 
Discussion
It appears that gonorrhoea in men is a changing disease which confirms earlier studies from 1989.6 The "classical" presentation of gonor-rhoea is discharge with dysuria.7-10 In this study these symptoms were found together in only 48. 1 % of all those with urethral infection, or 54.7% of patients with gonorrhoea without chlamydia. It was not possible to quantify the severity of the dysuria but very few of the casenotes refer to the severe burning discomfort ("chaudepisse") of yesteryear.
The incubation period of gonorrhoea is given (unreferenced) in textbooks as 2 to 5 days but there have been few attempts to study this systematically. Lodin" suggested in 1955 that the incubation period of gonorrhoea might be increasing. Previous studies" 12 have used the mean incubation period, a less meaningful measure than the median, in our view. However, it is clear that this has steadily increased since the introduction of antibiotics (table 2) and it is of note that the incubation period is longer than that seen in the same clinic in 1989.6 A prospective study in 1974," using a captive population which had been exposed to gonorrhoea in the Far East, gave a mean incubation period of 3.4 days but all participants had been briefed (and screened) before exposure and may have been on the lookout for symptoms. It may be that there are significant educational and social differences between the various study populations, but the published data do not allow for comparison. It is likely that very few of Lodin's population were black, as the study was conducted in Scandinavia in the 1930s to 1950s. It has been suggested in the past that blacks may have fewer symptoms from gonorrhoea for a variety of reasons including an observation that there may be differences in auxotypes found in black and white men.'4 Whilst the typing data on this population are currently incomplete, a study among men with gonorrhoea attending the same clinic in 1989 found no difference in auxotype between black and white men. '5 Lodin" noted that the period between development of symptoms and presentation at clinic had increased from 1x8 days in 1938 to 3.5 days in 1955. Our figure of 6-2 days, (from a walk-in, no appointment clinic) suggests that this trend continues. This steady increase is hard to explain but could result from a gradual lessening in the severity of symptoms.
Microscopy of a gram-stained urethral sample is confirmed as a highly sensitive examination for gonorrhoea in symptomatic men, although its sensitivity is much reduced in asymptomatic men, even when most of these are presenting as known contacts of gonorrhoea, and the index of suspicion of the microscopist is high.
Gonorrhoea is seen disproportionately in black clinic attenders and the rates of black men attending the clinic are higher than the figures from the census data for the local population. It may be that local heterosexual white men attend GU clinics elsewhere, or that they are more likely to seek care outside GUM clinics. However, the high rates of gonorrhoea in black men concur with other studies in both the USA and UK'6 17 including two recent prospective studies, '8 19 and, as has been previously reported, most cases of repeated infection occurred in black men. 20 22 Additionally, data from the national gonorrhoea audit in 1995 found most gonorrhoea in heterosexual men in London to occur in black men (Mark Fitzgerald, personal communication), making it unlikely that white men are seeking care away from their area of residence. Additionally, during the three years of the study there were only seven positive cultures for gonorrhoea in the department of microbiology that did not come from the GUM department, making it unlikely that patients are having the infection diagnosed by their local general practitioners.
Gonorrhoea, like most other sexually transmitted diseases, is accepted as an independent cofactor in the transmission of HIV infection23 and our findings give cause for concern since high HIV seroconversion rates are already being seen in the USA among a group of heterosexuals who return to an STD clinic with repeated infections.24 This is especially the case as much of the imported gonorrhoea seen at this clinic comes from areas of the world where hetrosexual transmission of HIV predominates.
The high default rate from follow up of patients with gonorrhoea is well documented. 20 In this clinic population the practice is to withhold antichlamydial treatment until after a second test of cure, but this has resulted in 46 (20.9%) of coexistent chlamydial infections being untreated. The majority of chlamydial infection was found in heterosexual men and the lower incidence of chlamydial infection in homosexual men is in accordance with other studies. 25 We have observed patients with concurrent infection to be more likely to have fewer symptoms or to be asymptomatic than patients with gonorrhoea alone which implies they are unlikely to seek medical attention in the future for their chlamydia infection and thus act as a source of infection to others. 
